admission, heart size, grade of pulmonary oedema and history of previous ischaemia. The calculations required to obtain the coronary prognostic index were very simple. An index of less than 4 predicted a death rate of3% and at the other extreme an index of more than 12 implied a death rate of 78%. It might be expected that such a dependable predictor would be widely used in coronary care, but this is not the case. Physicians seem reluctant to analyse data on the individual patient at the bedside and prefer to apply mortality statistics; for example, cardiogenic shock has a death rate of 80% 1 S and less than half of those who have a cardiac arrest will walk out of'hospital!".
Turning next to haemodynamics, such measurements were necessary to unravel the circulatory changes that can follow cardiac infarction11. Have such measurements given us predictors which are many times better than the noninvasive predictors? For coronary care as a whole the answer is no, because the correlations between outcome and physiological data were limited to those patients in shock; in this subset the stroke index was. the most accurate predictor l s • 19 , but no more so than the arterial blood lactate'" or the skin temperaturejP. Given these results it would be difficult in the UK to justify haemodynamic monitoring following acute myocardial infarction other than for research.
Can we draw any conclusions about the value of predictions of outcome? The short answer is that we already have accurate predictors and many more will follow, but we must be prepared to use them; the images in the crystal ball are becoming clearer. (1980) (1981) (1982) (1983) (1984) The results of epidemiological studies of schizophrenia, using designs and methodology that meet reasonably satisfactory scientific criteria, have not consistently revealed any causes other than a clear-cut, but small, and so far nonspecific genetic predisposition. A consistent, but unexplained, finding is the characteristic pattern of incidence by age and sex. Schizophrenia begins earlier and runs a more severe course in men than in women, although the overall incidence is the same. A third, regularly observed phenomenon is that people who later become schizophrenic tend to be born during the winter months. Although the effect is very small, it has been fairly consistently observed in both hemispheres, suggesting a predisposition due to fetal or neonatal damage. Most of the other epidemiological regularities, such as the association with lower than expected occupational or social or marital status, or with various patterns of migration, or with membership of markedly different cultural groups, seem to be explicable largely as effects of the disorder rather than as causes.
Hare", in his careful review of these studies, remarked that precision in diagnosis was not essential for epidemiological progress, pointing to the examples of dementia paralytica and pellagra. It could be argued, however, that the discovery of a strong causative factor in each case made diagnostic precision less important. No such factor has emerged in studies of schizophrenia. It may yet do so, of course, but if there are multiple causes, each of small effect, the differences between schools demonstrated by the US-UK studies and the International Pilot Study of Schizophrenia' are likely to hinder their discovery. Fortunately, both studies showed that, by using a standard method of clinical assessment leading to a reference classification, in addition to psychiatric diagnosis, substantial clarification could be achieved. As Dr Assen Jablensky points out in his paper in this issue (p 162), the follow-up phase of the International Pilot Study of Schizophrenia suggested that the course of the disorder was substantially less severe in developing countries than in cities in western Europe, the USA or the USSR. He now reports and interprets some results from a later study coordinated by WHO. This had a somewhat more secure epidemiological base and, in addition to confirming the observation that schizophrenia defined in comparable fashion occurred in all the centres involved, allowed the estimation of incidence rates. The preliminary results are remarkable. Even using the broadest definition, the variation between the 12 centres is at most threefold, while the subgroup based chiefly on Kurt Schneider's symptoms of the first rank appeared at much the same frequency everywhere.
Dr Jablensky's interpretation, that this is due to biological predisposition (itself perhaps multifactorial), which becomes manifest under various conditions of environmental 'stress' (physical and psychosocial), is in line with other formulations. The confirmation from the latest WHO study that the course is more benign in developing countries is no less remarkable than the common incidence. The factors responsible for precipitating onset should presumably be different from those influencing the subsequent course. There is still room for the hypothesis that there are at least two different conditions, one characterized by a florid clinical picture and a brief or intermittent course, the other by a predominance of'negative' symptoms. Further analysis of the data may throw some light on this since much of the advantage in the Third World groups seems to be due to the fact that single episodes of schizophrenic symptoms, followed by complete recovery, are much commoner than in developed countries. However, other follow-up studies have not suggested any such simple explanation.
Some specificity has been given to the concept of 'stress' by the observation that overintense rehabilitation can lead to reactivation of dormant florid symptoms 7 , that 'life events' may precipitate onset or relapse" and that undue emotional intrusion on the part of some relatives (not a majority) may have a similar effect (see Leff et ai. 9 for a recent summary). None of these findings has gone unchallenged but, taken together (and there is now a substantial scientific literature), they indicate an important line for future research. It is tempting to speculate, for example, that the more favourable course in the Third World countries might be due to less intense, or at least more dilute, emotional pressures in extended families. Leff and colleagues? have provided some evidence in this direction.
Most of the work discussed so far has been concerned with the five years or so following the first diagnosis of schizophrenia. The epidemiology of chronic schizophrenia is more complicated'P, The negative symptoms, although they can be prominent from the beginning, and often predate onse], are particularly associated with the long-term course.
Journal of the Royal Society of Medicine Volume 80 March 1987 135 Studies carried out in the 1950s and 1960s demonstrated that poverty of the social environment was associated with an increased severity of symptoms such as blunting of affect, poverty of speech and behavioural withdrawal but that it could not be regarded as a full explanation. This association is likely to be found in all social environments where the degree of social stimulation varies widely, not only in mental hospitals. Since blunting of affect and poverty of speech are often regarded as basic disturbances in schizophrenia, and are certainly a good indicator of social prognosis, this appears to provide confirmation for those who say that what we call 'schizophrenia' is largely determined by the environment. This continuing controversy is well illustrated by Zubin 11. On the whole, it seems likely that an interactive theory will hold good. Environmental poverty and demoralization can explain only part of the deficit. Intervention results in improvement but only up to a certain level, beyond which the most experienced therapists must admit defeat. To say that this irreducible core of deficit is due to premorbid personality provides nothing extra by way of explanation. What is needed is an understanding of how the negative and positive symptoms are related.
The results of recent epidemiological studies, prominent among them those sponsored by WHO, have contributed to our understanding of these matters, and demonstrated that there is still much to be learned by using the epidemiological approach.
JKWing

MRC Social Psychiatry Unit Institute of Psychiatry, London
